support -but not medical care-than French HCPs, which was explained by the presence of practice expected to result in differences in how asthma care is delivered in primary care. In particular, the The checklist included 12 medical and 25 self-management support activities. The item content and sources are detailed in the Online Repository (Table E1 ). In line with research suggesting that self-136 reports of behaviour are more accurate amongst people performing a behaviour routinely (most or all of 137 the time) (29), we asked HCPs whether during the last 12 months they performed that activity with the 138 majority of their patients on daily preventer therapy. The response options were 'Yes ', 'No', and 'I don't 139 know' (recoded to 'No' for analysis). Previous meta-analyses in another topic area (HIV care) 140 demonstrated high reliability and strong predictive validity of this approach (26, 27) . To further increase 141 validity and limit social desirability, the survey was anonymous and reassured respondents in an 142 introductory statement that its purpose was not to verify HCP's knowledge, but to understand their daily 143 practice and personal perspectives.
HCP and practice characteristics 145
Additional survey questions measured practice characteristics, socio-demographics, and professional 146 background. We also assessed psychosocial determinants of care delivery based on the Theory of 147 Planned Behaviour (TPB), which has been extensively used to explain patient and HCP behaviours 148 (30, 31) . TPB states that in order to perform a behaviour people need to value performance of the 149 behaviour positively (attitude), perceive that other significant people perform or expect them to perform 150 the behaviour (subjective norms), and feel confident in their ability to perform the behaviour (perceived 151 behavioural control), and consequently have a strong intention to act accordingly (behavioural intention).
152
To limit respondent burden, TPB questions were only formulated only for self-management support. We 153 used a 7-point Likert response scale and included 24 attitude, subjective norm, and perceived 154 behavioural control items (see Table 1 for example items).
156
INSERT Table 1 To examine which factors explain the amount and consistency of care, four hierarchical regression 179 analyses were conducted with asthma care sum scores (amount) and G estimates (consistency) of 180 medical care and self-management support as dependent variables. The regression analyses included 3 181 models: 1) country, 2) practice characteristics, 3) individual characteristics, including psychosocial 182 determinants for self-management support only. To allow for the analysis of both the effect of country and 183 of profession (i.e., in the UK, nurses -not only GPs -also deliver asthma care), a dummy variable distinguishing French GPs from UK HCPs was included in Model 1 (test for country differences), and that included only practice and individual HCP characteristics that showed at least weak bivariate The dataset used for these analyses can be found at osf.io/wk8vm. 191 Sample characteristics with 15.8% (UK) and 62.8% (France) working in a practice with 1-3 GPs, and 40.9% (UK) versus 0.6% (France) in practices with >6 GPs. Only UK practices also employed nurses (100%), health care 198 assistants (67.5%), and pharmacists (24.2%). UK HCPs had consultations with asthma patients more 199 often than French HCPs (85.8% versus 39.7% saw at least one asthma patient every week). French
200
HCPs performed asthma review consultations every 3 months (57.7%) or 6 months (28.8%), which lasted 201 15 (41.03%) or 20 (46.1%) minutes. UK HCPs saw patients less frequently (30.0% at 6 months and 202 60.8% at 12 months), and consultations were shorter for GPs (88.3% had 10 minutes) and similar for 203 nurses (26.7% had 15 and 54.2% 20 minutes). Except for 2 French HCPs, all respondents had peak flow 204 meters available in the practice. UK practices were however better equipped than French GPs with 205 spirometers (98.3% vs 24.4%), pulse oximeters (99.1% vs 59.6%), large volume spacers (93.3% vs 206 78.2%), and nebulizers (98.3% vs 9.6%). Use of guidelines for asthma management was reported by 207 66% of French HCPs (GINA, HAS, or SFP) versus 98.3% UK HCPs (NICE, BTS/SIGN, or local 208 guidelines, e.g., from Clinical Commissioning Groups). Common socio-demographics and professional 209 background characteristics are presented in Table 2 . There were no differences between France and the 210 UK in attitudes and perceived behavioural control regarding self-management support, while subjective 211 norms were more favourable in the UK ( 
238
Hence, French HCPs were likely to deliver different combinations of medical care activities (even when 239 delivering the same amount of care), while in the UK half of the activities constituted a shared or 240 consistent approach.
241

Self-management support 242
In France, 2 of 25 activities endorsed by >95% of respondents were excluded; the remaining 23 items 
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Country did predict the amount of self-management support, with French GPs providing less support than 278 UK HCPs (Table 6 ). Model 2 suggested that this effect was explained by the availability of nurses in the 279 UK. In Model 3 asthma-specific training (ongoing professional development), patient education training 280 (university studies), subjective norms ('do others expect me to deliver this?'), and perceived behavioural 281 control ('am I able to deliver this?') explained the amount of self-management support provided.
282
UK HCPs delivered more consistent self-management support than French GPs ( 
283
This effect seemed entirely explained by the presence of nurses in the UK (Model 2). In Model 3, 284 subjective norms also explained consistency of self-management support.
285
Model diagnostics revealed one influential case in 3 of the models, but removal did not influence the 286 results reported here. Given the finding that nurses play such an important role in asthma care delivery in 287 the UK, Table E7 in the Online Repository provides the descriptives for UK GPs and Nurses separately. 
292
Using carefully developed tools, advanced psychometric methods, and data from two countries, this study 293 is -to our knowledge -the first to examine and demonstrate that the amount and consistency of asthma 294 care provided in France and the UK are highly variable. Importantly, the consistency in the care delivered 295 was low especially for medical care and amongst HCPs already delivering fewer of the guideline-296 recommended asthma care activities. We were also able to identify country, system, and individual HCP 297 differences explaining variability in asthma care in multivariate models. The hypothesis that country 298 predicts the amount and consistency of care, was only confirmed for self-management support. Another 299 key finding was that UK nurses tended to deliver more asthma care and in a more consistent manner, 300 than GPs (also illustrated in Figures 1 and 2) ; but our analysis did not provide an explanation for that. norms (i.e., 'do others expect me to deliver this?') and perceptions of control (i.e., 'am I able to deliver visible to HCPs (subjective norms), and expanding HCP training both in asthma and patient education to 
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This study has several strengths and limitations. It utilised a carefully-designed, comprehensive 327 questionnaire to assess both medical care and self-management support in two countries. Other studies 328 on quality of asthma care provided an excellent starting point for this study, but typically focused on a amount and consistency of care provided, which to our knowledge is a novel approach relevant to evaluating quality of care in a population of HCPs. 
